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PROPERTY DAMAGE RELEASE 


f / 

KNOW ALL BY THESE PRESENTS: 

Thai the yndersi^^ beipg^f^la\vfol fjr sole consideration of, M/mp 

Dollars fS *77 /.' 


Thai the Undersigned, being of lawful age, for sol 
to be paid t(f _ j _ 


:zfo_) 


do/does hereby and for my/aur/its heirs, exeoitors, adij 
and forever discharge. fcl^f9K. 

Sar v iy 


nistra 


:ssorsassigns rekase, acquk 

■ . tt mn s r- t . , ( te^ Wy 

\UfL- /I gyyfi^A vj bfe 


prs, successors 

?N. 


and his, her, their, or its agents, servants, successors, heirs, executors, administr^rs and all other persons, 
firms, corporations, associations or partnerships of and from any and all claims, actions, causes of action, 
demands, rights, damages, costs, loss of sendee, expenses and compensation whatsoever, which the 
undersigned now has/have or which may hereafter accrue on account of or in any way growing out of any 
and all known and unknown, foreseen property danage and tte consequences thereof resulting or to result 
from ttitoccurrence on or about the VT-rN day of 1 _, 20 at or near 

. M^ rSa o Mm To . - - _ _ 

It is understood and agreed that this settlemmt is the compromise of a doubtful and disputed claim, and that 
the payment is not to be construed as an admission of liability on the part of the party or parties hereby 
released, and that said released parties deny liability and intend merely to avoid litigation and buy their 
peace. The undersigned further declare(s) and representsfs) that no promise, inducement or agreement not 
herein expressed has been made to the undersigned, and that this Release contains the entire agreement 
between &e parties hereto, and that the terms of this Releasejic-contractualand not a mere recital. 

WITNESS(ES): 


Witness 



Signature 


Date 


Signature 


NOTARY: State of Trx^^cCcO CounW of (3 «=»C~/Ok»^1^^(.\.q> _; SS 

On this _3£bkloday of __ 20 1-3 . before me appeared S \ y Vcv D Ss, 


who^ knowTi to be the person(s)jamed herein and who voluntarily executed this release. 

L.H, 

Date Commission Expires 


wno'i s Known to oe me person(,sj nameu nereui 
Notery Signature O 
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ARAMARK 

Healthcare feehmldgi^ 


To whomever it may concern. 

This letter is to verify hours missed for Francisco Galindo for the incident that 
occurred on April 4 2013. Francisco missed a total of 50 hours at a rate of 
$21.63 during the period of 4/4/13 -5/24/13 when he was finally released from 
medical care. 


Joe Hatleli | Imaging Service Director of Diagnostic Imaging 

ARAMARK Healthcare Technologies 

10510 Twin Lakes Parkway | Charlotte, NC 28269 
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10510 Twin Lakes Parkway 
Charlotte, North Carolina 28269 





HIPAA COMPLIANT AUTHORIZATION TO OBTAIN MEDICAL RECORDS 


MEDICAL PROVIDER/HOSPITAL: 
ADDRESS; 


All DlfJlA 





For purposes of evaluating a claim made by me and/or ^r^paring and conducting a trial on the issues concerning a 
claim, you are hereby authorized to furnish Keenan & Associates, Inc. any and all medical information which may be 
requested concerning my physical condition and treatment therefore, diagnosis, prognosis, and any and all records, 
files or-other documentation concerning the treatment, prescription, consultation or other advisory visits or events 
(collectively referred to as the "Records", including bills) that pertain to; 


PATIENT NAME;, 




PATIENT DOB; __ PATIENT SSN; 


The records covered by this HIPAA Compliant Au^orization cover the time period beg 
the date of last treatment through ^ 


uthorization cover the time period beginning five (5) years prior to 


The records shall specifically include, but shall not be Ijmited to, such condition and treatment as may pertain to 
the automobile accident/loss/claim of_ 


e Ijmited to, s 


appointed by it to examine your records conce 


This HIPAA Compliant Authorization shall also allow. 
and/or Keenan & Associates, Inc. or any physicians appointed by it to examine your record^ concerning said 
condition or treatment. The information covered by this Authorization inciudes, but is not limited to, reports, 
records, test results, X-rays, and any other diagnostic testing, whether in your possession or available to you. 
Copies of this Authorization shali be considered as valid as the original. This information is being requested for 
the purpose of evaluating a claim made by me and/or preparing and conducting a trial on the issues concerning 
this claim. This Authorization shall be valid for the duration of the claim. This is not a release of claims for 
damages. If further understand that I am entitled to a copy of this Authorization and acknowledge receipt by 
signing below. I acknowledge that the information disclosed pursuant to this 

Authorization may be re-disclosed by _ 


Bnd/or Keenan & Associates, Inc. 
pursuant to applicable law and may no longer be protected by the Health Insurance Portability and Accessibility 
Act (HIPAA). 


I acknowledge that I have the right to revoke this Authorization. *^,rjpv^ocatiop-pfjl)is Authorization must be in writing 
and sent, via regular U.S. mail, postage pre-paid to; _ 


:ation. *^,revocatiop-pf this Authorization must be in writing 
__and/or Keenan & Associates, Inc., 


PO Box 14590, Albuquerque, NM 87191. 


The revocation of this Authorization shall be effective upon receipt and will be prospective only. 


I acknowledge that I am aware that the consequences of my not signing this Authorization can include a delay in the 
processing/resolution of the claim, a potential denial of the claim, or other consequences recognized by applicable 
state law and/or the insurance pgjjcy at issue. 


PATIENT SIGNATURE 


DATE 'S- / 3 


PRINT PATIENT NAME____ 

Personal Representatives Section: If a personal representative executes this form on behalf of the patient, that 
representative warrants that he or she has authority to sign this form on the basis of. 


SIGNATURE 



